In patients with manifest anterograde ventricular preexcitation, the electrocardiographic manifestation of the anomalous conduction through the simultaneous conduction over the atrioventricular (AV) node and the accessory pathway ("delta wave"); depends on several factors, the most representative being the conduction velocity over one or another connection. Occasionally, ventricular ectopic beats may present with retrograde penetration over one or both conduction pathways (AV node and/or accessory pathway), impacting on the morphology of the next immediate anterogradely conducted QRS. We present a case of a young patient with WPW syndrome and ectopic ventricular beats with different manifestations on the postectopic QRS due to concealed penetration of different conduction pathways. On the contrary, when the structure that is retrogradely invaded is the accessory pathway (Figure 2) , the following QRS complex is narrower (80 ms) (absence of delta wave) indicating preferential anterograde conduction over the AV node and His-Purkinje, without signs of ventricular preexcitation. This has occurred after a PVC with a CI of 523 ms. Finally, when the PVC CI reaches a critical point (in this case 625 ms), a retrograde penetration of both structures (AV node and accessory pathway) occurs simultaneously, leading to a block of the next beat indicated by a complete compensatory pause. Alternatively, it is also conceivable that this critical PVC CI also turns the sinus
| CASE PRESENTATION
A 21-year-old male patient presented to the cardiology consult due to palpitations. He did not experience syncope and had no family history of cardiovascular disease nor sudden death. Patient denied use of recreational drugs. Physical exam was unremarkable. Minimal ventricular preexcitation was observed in the surface ECG and a 24-hr Holter monitoring was performed to try to establish symptomrhythm correlation. The recording showed repetitive isolated and monomorphic premature ventricular contractions (PVC), with a specific postectopic QRS complex behavior. The patient was referred to the electrophysiology service who performed a successful ablation of the pathway.
| ECG INTERPRETATION AND CASE DISCUSSION
In our patient with manifest minimal ventricular preexcitation, a PVC with a coupling interval (CI) of 507 ms produced concealed On the contrary, when the structure that is retrogradely invaded is the accessory pathway (Figure 2 ), the following QRS complex is narrower (80 ms) (absence of delta wave) indicating preferential anterograde conduction over the AV node and His-Purkinje, without signs of ventricular preexcitation. This has occurred after a PVC with a CI of 523 ms. Finally, when the PVC CI reaches a critical point (in this case 625 ms), a retrograde penetration of both structures (AV node and accessory pathway) occurs simultaneously, leading to a block of the next beat indicated by a complete compensatory pause. Alternatively, it is also conceivable that this critical PVC CI also turns the sinus node refractory, as the P wave is not clearly seen following the PVC (Figure 3, Panels a,b) .
Several factors can influence retrograde penetration of different structures following a PVC (Caldwell et al., 2013; Enriquez et al., 2014; Lehmann et al., 1984) : the anatomical location of the ectopic beat and its vicinity to other structures of the conduction system, different coupling intervals and timing (refractory periods) to reach those structures, and the autonomic nervous system balance. In this specific case, a single recording on the same patient allowed visualizing three different responses in response to retrograde concealed penetration: 
